Abstract:
Stent dislodgment and embolization is a rare complication of coronary stenting. There are reports of intra-coronary stent entrapment, stripping, and dislodgement during percutaneous coronary interventions causing potentially life threatening complications, including intra-coronary or systemic embolization. Reports of dislodgment and migration of previously placed drug eluting intra-coronary stent several months after deployment are very limited in the literature. We describe a drug eluting stent dislodgment and migration in an 88 year-old male 10 months after its deployment.
Introduction:
Stent dislodgement and embolization is a rare complication of percutaneous coronary intervention. There are reports of intra-coronary stent entrapment, stripping and dislodgement during percutaneous coronary interventions. These can cause potentially life-threatening complications to the patient, including intra-coronary or systemic embolization and create a stressful experience to the operators. [1] [2] [3] [4] [5] There are case reports of dislodgment and peripheral embolization of a sirolimus-eluting stent from the ostium of a left main coronary artery. 6, 7 There are case reports reflecting potential for compression, distortion and dislodgement of large endovascular stents in some situations, like CPR. 8 However, reports of dislodgement and migration of previously placed drug eluting intra-coronary stent several months after deployment are limited. We describe an unusual case of a drug eluting coronary stent displacement 10 months after its deployment.
Case report:
After a roll over tractor accident, an 84 year-old male was admitted to the surgical intensive care unit with a hip fracture, blunt chest wall injury, and possible pulmonary contusion. He had coronary artery disease and a history of coronary bypass 15 years prior. He had percutaneous intervention to an 80% stenosis of a saphenous vein graft (SVG) to a right posterior descending artery (PDA) using a 3.0mm x 15mm Resolute Integrity drug-eluting stent 10 months prior to his current presentation. He was very active and was taking a beta-blocker, angiotensin receptor blocker, aspirin, Clopidogrel, and a statin. Admission record reflects that aspirin and Clopidogrel had been held since the day of admission for surgical interventions.
On the 3 rd hospital day, an internal fixation of his fractured hip was performed. Post procedure, the patient was extubated successfully but was re-intubated due to hypoxemia and tachycardia. The evening of his hip surgery a nursing staff noted ST segment changes on the telemetry monitor. A 12 lead EKG was obtained and showed a dynamic changes in the inferior wall indicating ST elevation in the inferior leads with reciprocal changes in the high lateral leads (as shown on Fig. 1 and 2) . A stat cardiology consult was called. The decision was made to proceed with emergent left heart catheterization and intervention if indicated. Selective angiogram of the SVG to PDA graft showed a thrombus with a near total occlusion of the previously placed stent (3.0 mm x 15 mm Resolute Integrity drug-eluting stent) in the distal graft, with very faint antegrade coronary flow beyond the occlusion (TIMI I flow) as shown in Fig. 4 .
Multiple thrombus aspirations were performed using export aspiration catheter. This was followed by a balloon angioplasty using 2.5mm x 20mm and 3.0mm x 20mm Emerge over the wire balloons. This resulted in a marked improvement in the thrombus burden and improved flow across the stenotic lesion. Then a 3.0mm x 20mm resolute Integrity stent was passed across the lesion, and angiographic images obtained to assess the optimal location for deployment. However, on subsequent images it was noted that there was still a significant residual thrombus at the level of the old stent and the stent balloon was pulled back and withdrawn, prior to deployment, with a plan to attempt further thrombus aspiration. Angiographic views obtained following the withdrawal of the stent balloon showed the old stent was dislocated to almost the mid aspect of the saphenous vein graft and was now causing flow limitation more proximally. Multiple views were obtained to confirm this finding, as this was an unanticipated and unusual complication. The export aspiration catheter was used to reattempt aspiration of the residual thrombus. Then the stenosis at the level of the migrated stent and the distal lesion were treated with balloon angioplasty using 4.0mm x 20mm Trek over-the-wire balloon followed by deployment of two 4.0mm x 18mm Xience drug-eluting stents. Subsequent angiographic images showed achievement of a TIMI III flow across the stented lesions and distally (Fig. 5) . The procedure was then concluded and the patient was transferred to catheterization laboratory holding for further observation. EKG obtained at the conclusion of the procedure showed resolution of the ST segment elevation and the patient did well on subsequent follow up periods. 
Conclusion:
Coronary stent dislodgment is very rare but critical complication of percutaneous coronary intervention. The incidence varies between 0.32 -8.3%. 1-3 A stent can be dislodged from the stent-balloon assembly during pull back, prior to deployment, of the stent balloon into the guide catheter. Interventions to extremely angulated and severely calcified coronary lesions are more prone to this complication. 3, 5, 9 It also can occur during an attempt to intervene on inadequately pre-dilated lesions 3 or with interference from previously deployed stents. Coronary stent displacement is also reported with use of intracoronary vasodilator therapy during percutaneous coronary intervention. 10 Although the incidence is decreasing with the development of improved devices and techniques, with the use of pre-mounted stents, we continue to see reports of stent dislodgment, migration and peripheral embolization during the time of percutaneous coronary interventions. [1] [2] [3] However, to our knowledge this is the first report of displacement of a drug eluting stent several months after its deployment. Though the reason behind this dislocation is unclear, it is suspected that it is a result of the entrapment of the new stent balloon in the struts of the old stent, which likely was under-sized and poorly embedded into the vessel wall, leading to this unusual very late dislocation.
